[image: image1.png]hb/suite

uuuuuuuuu
HEALTHBRIDGE





Organization Information:
Name:      

                               






           Phone:             


       _   
Address:     
                                                          Org. NPI:                                                      _              
Required User Information:                          
	First, Middle, Last Name


	Credentials or Job Title

	Provider NPI#


	Email Address


	Please Indicate:

Add, Delete or Change 
	User Account
or Doctor set up
	Endpoint type: EMR hb/messaging

Fax

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Does your organization need hb/messaging training?   Yes____   No__X___

I hereby request and approve access to The Health Collaborative for the following individuals in accordance with your organizations Business Association Agreement.  My organization accepts responsibility for the actions of each user while using The Health Collaborative’s systems. Upon termination or resignation of any of the named individuals, my organization is responsible for promptly notifying The Health Collaborative. For questions, call (513) 469-7222.
Upon completion, please email to info@healthcollab.org. Added users will then receive a username and temporary password to access the organization’s inbox via email address provided within 5 business days.
Organization Administrator Information (Org. Administrator cannot be applicant)
__________________________________________________
 



 Printed Name
 Signature 

 Date 
__________________________________________________
 




The Health Collaborative Representative Printed Name 
   Signature 

 Date
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